Objective: To explore dental professionals' perceptions and experiences of providing oral health care for adults with mild to moderate mental health disorders (MHD) in Perth, Western Australia.
that factors influencing the sub-optimum oral health status of people with MHD include poor general health, effects of medication and limited access to preventive dentistry. [6] [7] [8] [9] Regular dental care in this group is recommended. 6 Yet, access to and affordability of dental care in Australia have been identified as a significant problem for people with MHD. 5, 9 States and territories provide most of the public dental services in Australia, and other services are largely private. Public services are available to those on a concession card (such as age pension, disability support pension or unemployment payments) although a co-payment may be incurred for treatment. 10 Some of the concession cards are means tested. Private dental services are available to anyone who can meet the cost of care or has private health insurance.
It is reported that 84% of dental visits in Australia are to private providers, and over 85% of employed dentists in Australia work primarily in the private sector. 10 Private and public domiciliary services are available (http://www.dental.wa.gov.au/adult/general.php). The dental speciality "Special Needs" is recognized in Australia, but there was no training nor registered specialists in Western Australia at the time of writing (Australian Health Practitioner Regulation Agency).
The costs of accessing dental care can be prohibitive for socially disadvantaged adults reliant on public dental care, often incurs a fee, which is usually uncertain until treatment needs are ascertained. The public dental system serves a large number of patients with a high burden of disease and is characterized by long waiting lists, a limited range of services, a high number of emergency services and extractions of teeth, and little opportunity in the current structures to focus on prevention. 11 Studies have shown that inter-professional collaboration and attention to oral health in adults with MHD may improve their quality of life and oral health outcomes. 12, 13 Developing accessible and appropriate dental services is an important step to addressing the oral health needs of people with MHD including anxiety, depression and severe mental illness. Critical to achieving that goal is understanding challenges dental professionals face in providing oral health care to such patients. Given the limited published research examining this issue, the aim of our study was to investigate dental professionals' perspectives and experiences of caring for people with mild (a person has a small number of symptoms that have limited effect on their daily life) to moderate (person has more symptoms that can make their daily life much more difficult) MHD. 14 This paper presents findings from interviews with dental professionals.
| ME TH ODS
Given few previous investigations and the need to explore the perspectives of dental professionals who had cared for people with MHD, this qualitative research study adopted an inductive approach guided by grounded theory to identify key emerging themes. 15, 16 Ethics approval was obtained from the Human Research Ethics Committee at the University of Western Australia.
| Data collection
Consistent with grounded theory, we used purposive sampling to engage a range of dental professionals including dentists, oral health therapists (OHT), dental specialists and dental assistants (DA) whose roles and perspectives could contribute to enriching our understanding of the issue. 15, 16 Potential participants from public and private dental services were invited by the researchers via email, telephone or personal contact to participate in the project. Open-ended questions guided the semi-structured interviews and explored participants' responses to the barriers and enablers to delivering dental care to patients with MHD. Topics included problems encountered in the consultation, context delivering dental care and any concerns or challenges at the structural and organizational level including resources to support care, for example professional development and inter-professional practice such as liaising with mental health professionals. Discussion prompts were used if further information was needed. Participants were invited to provide consent, and brief demographic information after a written and verbal explanation of the study was provided.
Interviews lasted up to 60 minutes and took place at a mutually convenient location over 2015-2016.
| Data analysis
The interviews were digitally recorded, transcribed and imported into NVivo (http://www.qsrinternational.com/) to assist with managing the information. Quotes are identified by professional group to avoid identification. Transcripts were read and open-coded independently by two researchers, organized into categories relating to key issues and then more selectively coded for key themes emerging from the data. [15] [16] [17] These findings were then compared, discussed, reviewed and revised for agreement on the key themes and to ensure rigour and trustworthiness of the analysis through triangulation. 18 Analysis of participants' responses also identified a number of similarities and differences with data saturation reached when no new themes emerged. 19 Findings were interrogated in the light of existing evidence for whether they supported, extended or challenged current understandings in this field.
| RESULTS
Sixteen semi-structured interviews were conducted with six dentists (of whom four were female), three specialist male dentists, four
OHTs and three DAs. Participants' experience working in dental practice ranged from nine to 30+ years, and ages from 32 to over 70 years.
Key themes emerging from analysing participants' responses were organized under categories of "barriers" and "enablers" to pro- Dental professionals in this study noted other health professionals' limited involvement in managing oral health care, educating people with MHD about oral health or referral for dental care. Health professionals' gaps in knowledge and perceived reluctance to discuss oral health, including risk factors and the prevention of disease, with adults with MHD were considered a significant barrier to improving oral health.
| Limitations of the public dental care system
Many dental professionals had provided oral health care to patients with a range of MHD through the public dental service. They identified that the public system was often a barrier to these patients maintaining their oral health care and was limited in the type of care provided, often focusing on treating advanced disease. Participants acknowledged that waiting lists and delays meant the system did not facilitate regular check-ups to prevent oral disease nor provide adequate time to undertake preventative care for such patients; rather, they were just being "patched up." One dental assistant described the system as directed towards "the relief of pain," anything beyond that was viewed as "a luxury."
When considering the public system's capacity to accommodate the particular needs of people with MHD, one dentist described it as "intransigent," an OHT acknowledged the endless "bureaucratic hoops" patients have to jump through and another dentist noted the limitations of the system in accommodating those with MHD.
Once you've been through it once, you will be recalled and all that sort of thing, but often the people with mental health issues are not really good at keeping track of it and coming back at the right time and so on, and so then sometimes they will be off the list and then they have got to go through getting on the waiting list again.
[Dentist]
Participants were concerned that the public system was not designed to address problems people may have with literacy, accessing transport and providing permanent contact details. The need for patients to continually prove their eligibility by repeatedly completing numerous forms was cited as an example of how the system was not aligned with a principal user group with high oral health needs.
One OHT was not surprised that people "find it overwhelming and just give up."
The people that are eligible for treatment are usually people with mental health issues. 
| Financial constraints of private practice
Participants' perceptions of the private dental system suggest it does not easily accommodate patients with MHD. Private dental practices were seen as essentially small businesses where a business model focusing on profit often governed dental service provision. Participants acknowledged the constraints and disincentives of private practice to address the needs of patients who often required longer consultations resulting from their MHD.
Your productivity per hour in terms of remuneration is going to be significantly higher than trying to treat a patient who is very nervous, who has many issues both health-wise and orally, and you don't know where to start. So that patient may need a lot more counselling, a lot more time in your chair, for you to earn their trust.
Participants acknowledged the importance of taking time to build rapport with such patients and noted that they responded well to proceeding slowly. Yet, the time this took was not remunerated, caused delays to appointment schedules and did not suit many
dentists who considered that they needed to work very efficiently and "get things done really fast."
Everything has to be slowed down to an acceptable level. So you spend a lot of time that you don't get paid for dealing with these people which is why the general dentist doesn't want to treat them. [Specialist Dentist]
The types of procedures often performed on adults with MHD were also viewed as not particularly conducive to the financial obligations of private practice and reflected dentists' concerns about whether patients could adequately manage the aftercare of certain interventions.
You are going to avoid doing the high tech sort of things that the patient can't look after. So you are basically going to be patching things up and keeping them going, which also isn't very lucrative.
| Self-care and preventing oral disease seen as limited in people with mental health disorders
Participants often perceived people with MHD as disadvantaged socioeconomically, which impacted on their capacity to maintain their oral health, and adhere to treatment and preventative regimens.
Such patients were described as generally having poorer overall health, an inadequate diet, were smokers, had co-morbidities and were taking medications detrimental to their oral health. These factors reflected a group with a high level of need who were not accessing regular treatment or prevention. They were also described as typically "non-compliant," having low self-esteem and less motivation to look after their oral health.
Some participants spoke of the frustration such patients posed, and the unavoidable cycle of simply seeing people when they were in pain and in an emergency.
Well, it is a bit demoralising because, you know, you fix things up and then they go wrong again quite quickly. Because dental treatment requires cooperation from patients and you do your best to get through to the patient, but it doesn't always happen.
| Enablers
Along with the barriers, participants also identified "enablers" that could improve the oral health care of people with MHD. These included organizational support for dental professionals to deliver quality care to this population group.
| Training and professional development
Currently, dental health professionals do not receive specific training in any detail for providing care to patients with a mental health disorder. Participants' responses suggested that approaching such patients was largely based on experience gained over years.
Many had encountered patients with MHD through their clinical training, both in public clinics and hospitals, including patients in an acute psychiatric ward. Many participants currently treated patients with mental health issues in their private and public practices.
I think when it comes to dealing with people with mental health disorders in a dental sphere, people really don't know how to deal with it or they don't have any training to deal with that. The profession needs to know or be better equipped to know how to deal with the personal side of these things, not just be able to identify this person is psychotic or schizophrenic or whatever, but to actually link up with the patient on a personal basis to motivate them to keep their oral health good.
Many participants identified the importance of empathy and understanding the difficulties such patients face when providing care. A recurring theme was the need for specific training from undergraduate level through to continuing professional development (CPD). This included strategies for responding to emotional distress, aggression, anxiety, anger and fear that included communicating effectively and establishing a trusting relationship. However, while the need for CPD for dental professionals was noted, participants also acknowledged that many dentists were not interested in SCRINE ET AL.
| 81 treating patients with MHD, with some actively avoiding them altogether. One participant observed that such training "was not sexy enough." Another noted that CPD courses addressing compassion, empathy and alternative ways of approaching service delivery would not be appealing because dental professionals would not see how such training directly increased their revenue-raising capacity. This raises the issue that, despite participants identifying factors enabling improvements to oral health care for people with MHD, systemic, organizational and personal barriers persist, preventing dental professionals making changes.
| Inter-professional approaches to care
Participants frequently noted the need for more comprehensive 
| Involving families and/or carers in the consultations
An enabling factor in dental professionals' oral health care of people with various MHD included involving a carer or support worker. As one dentist stated "they are much better off if they have got someone keeping an eye on things for them."
Carers or family members who accompanied more dependent patients were seen as having an important role in advocating for their needs, mediating the administrative requirements of attending a service and ensuring patients kept appointments. Participants described how carers' assistance included communicating the patient's needs and ensuring a sense of calm and trust from the patient. The need for a dedicated liaison, intermediary or case manager was also cited as a necessary enabling strategy for overcoming some of the barriers patients experienced within the public system.
This study was conducted in an urban setting in Australia and cannot necessarily be generalized to reflect perceptions of dental professionals working in other countries with different oral health systems.
However , responses from the diverse participants indicate challenges dental professionals may face elsewhere in meeting the oral health needs of many people with MHD, who may have other co-morbidities and be socioeconomically and educationally disadvantaged.
| DISCUSSION
Findings from our study suggest limitations in both private and public systems to support dental professionals to meet the dental needs of people with MHD. Research shows that dentists, the majority of whom enter private practice in Australia, graduate with the highest level of debt and often assume financial risk for start-up costs, capital development and service provision. 21 As such, dentists are acutely sensitive to the financial imperatives underlying their approach to providing care and the incentives within the remuneration system that represents their principal source of income. The reality for many is that the extra time needed to build rapport or obtain professional development to better meet the needs of patients with MHD is not remunerated and impacts on overall business profit margins.
These findings highlight a disconnect in the system that fails to adequately support dental professionals in private practice treating patients with MHD and high oral health needs. Participants reported that the public dental system was often burdened with long waiting lists. It was viewed by participants as under enormous pressure to meet demand and focused mainly on essential treatments. Participants working in this system often found it inflexible, with onerous administrative requirements that contributed to some patients falling through the gaps and not receiving the ongoing care they need. Study participants often felt frustrated and unsupported despite doing their best to provide high quality care for their patients with MHD. They also felt constrained by the challenges posed when patients failed to turn up for follow-up appointments.
While participants acknowledged the importance of preventing oral disease as well as treating it, the current system seems unable to adequately accommodate their needs. Some patients' limited capacity to look after their oral health, particularly when in crisis, compounds the problem. While this suggests the need for sensitivity in responding to such patients, it also highlights a system that has little capacity to accommodate those with special needs and is geared towards throughput and treatment that relieves pain rather than spending time on education about prevention. In the current system, participants viewed prevention and education of people with MHD as an opportunity to establish consistent patterns of oral health care.
However, they also thought this approach was incompatible with how adults with a MHD currently engage with the public dental system, which was often ad hoc when requiring treatment when they were in pain. This raises questions about whether the current system focusing on treatment and throughput supports sustained improvements to oral health in people with MHD, or compromises them.
Notwithstanding the complexity of this issue, participants identified that oral health in this population could be improved through interprofessional practice where, for example, dental professionals collaborate with mental health professionals.
While participants acknowledged the broader social determinants impacting on the oral health of people with MHD and their often limited capacity to adhere to preventative regimens, they also recognized that each patient has different needs. Yet, their views highlight the challenges experienced in a system that appears unresponsive and insensitive to people's lived experience within different social and cultural contexts'. 24 Such findings suggest there is room for improvement in the current system in providing appropriate oral health care to people with MHD. One approach might be to resist holding such patients solely responsible for failing to follow necessary treatment or preventative regimens or turn up for appointments, and instead consider ways the system can be more flexible and responsive to the lived reality of these patients. The use of sanctions or punitive approaches to missed appointments within the public dental system often works against people accessing this system, including patients with mental health issues. This approach fails to take into account the intersection between oral health and the broader socio-economic context impacting on people's lived experience. It assumes that people with MHD will or must adapt to the system-despite obvious challenges-rather than the system being more flexible in meeting their needs.
Issues of non-compliance with dental care systems, a reluctance to seek treatment except when in pain, and an association with psychosocial factors detrimental to oral health are beyond the remit of clinical dentistry to resolve in isolation. Similarly, blaming dentists for not offering appropriate care for special needs patients or those from low socio-economic groups fails to take into account the complexity and constraints of the system in which they work. Instead, these factors reflect the "whole of system" approach needed to appropriately address the complex determinants that compromise oral health among disadvantaged and vulnerable groups. While the findings from the study are contextual, we suggest that similar themes may be identified in similar settings. Certainly, our findings support other evidence of inequities in health service delivery for people with MHD. 21, 25, 26 It has been noted that development of appropriate services is needed for this group 21, 25 including a more upstream, preventive approach 25 and that inequity in service provision plays a significant role in poorer outcomes. 26 Our findings suggest that some dental professionals feel neither public nor private models of care adequately support their professions to be flexible enough to respond to the often challenging lives of those with MHD and provide the type of care needed. These shortcomings call for a review of current policies and practices aimed at reducing disparities and improving oral health care to people with MHD. Findings also suggest that strategies (including at a structural level) are needed to encourage and support dental professionals to provide oral health care that is inclusive, inter-professional, has a focus on prevention while being sensitive to the social context and lived experience of people with MHD if their oral health outcomes are to improve.
| CONCLUSION
Our study reveals that adults with MHD and high needs for oral care are least likely to receive it with services often being inadequately prepared to meet the oral health needs of this cohort. Structural barriers such as cost of services and inflexible admission procedures suggest current models of care need reviewing to support dental professionals in providing high quality oral health care that is accessible, inter-professional, focused on prevention and sensitive to the social context and lived experience of people with MHD.
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